Introduction Patients with heart failure (HF) attending cardiac rehabilitation (CR) benefit in terms of improved quality of life, physical fitness and reduced hospital admissions. Too few patients with HF attend CR and little data exist on the characteristics of those who do especially in respect of physical fitness. This study evaluates the extent by which clinical and demographic factors determine walking fitness in patients with a primary diagnosis of HF. Methods Clinical data from the British Heart Foundation National Audit of Cardiac Rehabilitation identified 1519 patients with HF who completed an incremental shuttle walk test (ISWT). Stepwise regression accounting for age, gender and multiple potential confounders assessed their contribution to total walking distance. Results Mean age was 64.5 (SD 12.70) years with a range of ISWT distances across gender and associated comorbidities from 215 to 282 m. Walking distance reduced by 4.9 m for each year increase in age above mean age (p<0.001). After accounting for confounders, females walked 42.1 m less than males (p≤ 0.001). Pulmonary disease and the existence of depression was associated with a 39.3 and 52.2 m reduction in walking distance, respectively. Body mass index >30 was associated with 28.5 m reduction in walking distance (p<0.001). HF severity failed to improve the regression model fit or achieve significance in the analysis Conclusions Age, gender and the presence of pulmonary disease or depression were highly significant factors in predicting walking fitness in patients with HF. The study also produced a set of reference values based on these four factors to aid the interpretation of walking fitness in patients with HF.
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IntRoduCtIon
Cardiac rehabilitation (CR) for patients with coronary heart disease and those with heart failure (HF) is a clinically effective intervention that has yet to achieve optimal uptake in routine clinical practice. [1] [2] [3] The stated ambition of NHS England is to improve uptake from 45% in 2014 to greater than 65% by 2020 which is an initiative that aligns with the National Institute for Health and Care Excellence guidance recommendations in the UK 4 5 and international guidance. 6 7 Cardiologists and cardiac nurses play a fundamental role in the early treatment and management of heart disease and they represent the primary source of referral to CR. 8 National audit data from the UK 3 show that uptake to CR is around 50% for patients with acute coronary syndrome and equivalent to one-third in European and American CR programmes. 9 10 The situation is much worse for patients with HF where uptake is less than 20% of all eligible patients in the UK. 3 11 Referral to CR for patients with HF has yet to become routine practice with most programmes already stretched by the sheer volume of patients attending through the conventional cardiology referral pathways. 3 12 We hypothesise that one of the reasons so few patients with HF attend CR and many programmes are unable to recruit patients with HF is, in part, due to a perception that 'exercise training and rehabilitation' are at odds with a patient's diagnosis of HF. There
Key messages
What is already known about this subject?
► Patients with heart failure should be referred to cardiac rehabilitation; however, less than 20% of eligible patients access such services. ► Exercise training and physical activity have been shown to benefit patients, yet too few programmes assess fitness prior to starting rehabilitation. ► Little is known about which clinical and patient characteristics determine fitness.
What does this study add?
► This study is the first to determine the extent by which comorbidities determine walking fitness in patients with a primary diagnosis of heart failure.
How might this impact on clinical practice?
► These findings have led to the development of walking fitness reference values which can be used by clinicians and patients to understand their level of fitness and help set realistic goals as part of their cardiac rehabilitation programme and long-term self-management.
is an urgent need to create a more realistic view of what a patient with HF can achieve in terms of physical exercise and fitness. Although clinical trial data on HF exist suggesting what is possible in terms of maximal exercise capacity, obtained from cardiopulmonary exercise testing (CPET), this tends to be based on an exclusive population that are much younger, by as much as 11 years, and have fewer comorbidities 1 compared with patients who attend routine practice CR. 3 The incremental shuttle walk test (ISWT) is the most commonly used test of functional physical fitness in the UK. 3 Although the ISWT does not represent a 'criterion maximal test', of exercise capacity it is a recommended submaximal surrogate measure of exercise capacity 13 that is positively validated against CPET.
14 Some studies have used the ISWT to investigate potential determinants of walking fitness in conventional cardiac patients 15 16 identifying age, height, body mass index (BMI) and the presence of diabetes as significant predictors of distanced achieved. The New York Heart Association (NYHA) Functional Classification is an established symptom and function-aligned measure, classifying the extent of HF severity in patients, yet has not been investigated for its role in determining walking fitness as measured by the ISWT in HF.
This study aims to investigate and assess the strength of association between walking fitness and relevant patient demographics, risk factors, comorbidities and severity of HF. Our findings aim to create new knowledge to guide clinical decisions about the characteristics of patients with HF taking part in exercise-based CR.
MetHods
This study used a robust observational methodology to evaluate the potential contribution of individual patient characteristics in defining physical fitness in patients with HF attending a CR assessment.
data
The study used data from a routinely collected audit of CR, British Heart Foundation (BHF) and the National Audit of Cardiac Rehabilitation (NACR). The NACR collects data from CR programmes across the UK and has a 74% coverage for electronic data entry. 3 The electronic data were acquired in a link-anonymised format from 224 programmes, which collect data on patient's demographics, risk factors and baseline measures prior to starting CR. The data collection of patient information is covered by Section 251 approval which is reviewed by NHS Digital annually, the rationale for data collection was to improve the quality of CR service delivery for public benefit. Patients were included if they had an initiating event (primary diagnosis of HF) between 1 January 2013 and 30 October 2018. To account for potential reporting bias through missing data, the HF population without an ISWT score was compared with the ISWT group in the context of age and gender. A planned subanalysis investigated the extent by which HF severity, defined by the NYHA Functional Classification, determined walking fitness.
The primary variable of interest (dependant variable) is maximum distance walked in metres measured by the ISWT as part of a prerehabilitation assessment. The ISWT is an externally paced (via audio player) and graded walk test with 12 levels of speed that has been validated in cardiac and pulmonary rehabilitation populations. 14 17 Although the test result can be reported by the speed level achieved our planned analysis used distance walked as a continuous variable in the linear regression model which also enabled us to pursue reference values using a measure (metres walked) which are more relevant to clinicians and patients.
statistical analysis
The analyses were conducted in IBM statistical package SPSS V.25 (SPSS). Correlation and group comparisons used t-tests and Pearson correlation, respectively. Subject to having sufficient data to fulfil statistical distribution assessments (n>30) all potential covariates were investigated in the analysis. Backwards stepwise linear regression models were built to investigate whether, accounting for covariates, the patient-level factors were associated with walking fitness as measured by ISWT distance.
Relevant important covariates were included in the analysis, where they were evidenced in the literature or significant in preliminary analysis. Age (years), gender (male/female), marital status (single/not) and employment status have been shown to influence the outcomes following a variety of different rehabilitation interventions, including CR. Employment status was coded as employed/retired or unemployed, this is because previous research found that employed and retired states have similar effects on outcomes. Other risk factors such as BMI, physical activity, smoking status, psychosocial well-being measured through Hospital Anxiety Depression Scale (HADS) score and comorbidity were included as they are routinely reported by the NACR as variables that influence patient engagement with CR. 3 8 Statistical level for significance was p<0.05 and actual significant values were expressed as reported up to 0.001. Data model checking was performed to ensure that the models were a good fit through assumptions associated with the regressions.
Results
This study consisted of 1519 patients (68% male) with HF who had completed an ISWT. The mean age for total population was 64.5 (SD 12.7) years. Table 1 shows the average ISWT distances in metres for each of the included variables. The overall mean distance was 266.6 m (156.4 SD). Pearson correlation indicates that there is a significant negative relationship between age and ISWT distance of −0.40 (p≤0.001), which was stronger for females (r=−0.436) than males (r=−0.391).
In absolute terms males had a significantly larger ISWT distance on average 55.7 m greater than females (p≤0.001). Patients with a history of achieving moderate physically active status had on average a statistically significant 60.9 m greater distance than those who were not (p≤0.001). Patients with BMI greater than 30 demonstrated shorter ISWT distances by on average 25.4 m (p=0.002). Marital status of patients was significantly
No other variables were associated with differences in ISWT distance. Patients who were either anxious or depressed at baseline, HADS score ≥8, had significantly lower walking distances than those patients with HADS score below 8 (p<0.05). Additionally, the study included as subset analysis the inclusion of NYHA class I-IV, the analysis failed to find any significant differences between the NYHA class and ISWT distance (p>0.05). Table 2 shows the ISWT distance, when analysed against the patient's comorbidity status. Eighteen comorbidities captured on the NACR were included, along with a single-variable coding multimorbidity of ≤3 or 3+. The results showed that patients having angina, arthritis, diabetes, stroke, hypertension, chronic obstructive pulmonary disease (COPD), asthma and chronic back problems demonstrated significantly lower ISWT distance (mean difference range 28.2-55.3, p<0.05).
The number of comorbidities was also significant with a 42.19 m reduced mean difference with having more than three comorbidities. Table 3 shows the results from the linear regression evaluating the association between ISWT distance against patient characteristics and related risk factors. The model confirms that age, after accounting for multiple potential confounders, was negatively associated ISWT distance (B=−4.868, p<0.001). The effect of age is centralised around the mean suggesting that for each single-year increase in age, above the mean, there is an associated 5.5 m reduction in distance walked.
Gender plays a significant part in determining walking fitness with female patients having a 42 m reduced walking distance (p<0.001). Other covariates of statistical significance associated were ethnicity, employment status, marital status, physical activity, BMI and socioeconomic class. Patients being unemployed, with greater BMI and not achieving physical activity status were all associated with a lower ISWT score between 29 and 50 m (p=0.05-0.001). For every increase in socioeconomic class quintile the patient's baseline ISWT increased by 8.5 m, thus being from the lowest as opposed to the highest quintiles was a difference of 44 m (p=0.002). Patients being identified as clinically or borderline depressed at baseline using the HADS score performed on average 52 m worse than those who were classified as normal (p<0.001).
Variables that were not significant such as smoking status, other covariates and multimorbidity were automatically removed from the backward stepwise analysis.
The model was of good fit and the residuals met the assumptions of uniform variance and linearity, and the adjusted r 2 value was 0.266. The grouping of comorbidities into less than or greater than 3 was not significantly associated with walking fitness. Subset analysis showed that the model with NYHA was not of greater fit. The inclusion of NYHA class was not statistically significant. dIsCussIon Reassuringly our findings showed that patients with a primary diagnosis of HF, referred to CR, were capable of levels of walking fitness, achieved through challenging incremental test, comparable to the 25th-50th centiles of patients with conventional cardiovascular disease attending CR. 17 Although the extent of walking fitness was greater by 42 m in the group with fewer comorbidities (≤3), a good mean distance of 240 m was achieved in the group having greater than three additional comorbidities. These findings help establish a positive picture in terms of physical fitness for those patients with the diagnosis of HF and willingness to engage in rehabilitation.
Using mean age of the study population (64.5±12.7) as a reference value, being older by 1 year was significantly associated with reduced walking distances in the region of 4.9 m for each year above mean age. This relationship is not new as it is evident in the conventional CR patient populations 16 17 ; however, the ability to quantify the extent of loss, with increasing age, represents a novel finding in patients with HF.
After accounting for comorbidities gender continues to play a significant part in determining walking fitness with female patients having a 42 m reduced walking distance. The CR literature and routine practice data, captured in national reports, 3 highlight that around 80% of patients with HF are missing out on CR and of those who do attend around one-third have a recorded physical fitness assessment. 3 11 National clinical guidance worldwide recommends assessment of physical fitness prior to starting CR 6 7 13 yet two-thirds of patients in the UK are not assessed. In terms of HF the lack of physical assessment may not purely be the fault of programmes and could, in part, be explained by the incapacity of patients or in some cases a perceived incapacity to carry out a walk test especially an incremental test. Our research has produced reference values to help clarify physical fitness expectations for patients with HF attending CR and for clinicians to aid goal setting at the start of CR (table 4) .
A knowledge of age and gender differences in walking fitness aligned with fitness determining comorbidities such as COPD and depression, as shown in table 4, is considered useful in clarifying HF-specific physical fitness expectations for CR programme staff, patients and carers.
The presence of COPD in the form of chronic bronchitis or emphysema is significant in predicting fitness in patients with HF resulting in a 39 m reduction walking distance. COPD is dominated by the symptom Osteoporosis, claudication and rheumatism were removed due to insufficient subset sample sizes (n≤25).
of breathlessness, at rest, and exacerbated by physical effort which on top of the diagnosis of HF possibly explains such lower levels of fitness. 18 The severity of HF as measured by NYHA did not reach significance as a determinant which might be explained by the analysis accounting for COPD. Within the NYHA class groups the proportion with COPD was 4% for class 1, 5% for class 2, 11% for class 3% and 31% for class 4. The inter-relation between HF and COPD is becoming increasingly important clinically leading to a call for a service provision aimed at managing breathlessness in patients with these comorbidities. 18 A new finding for patients with HF was that higher levels of depression, measured using HADS, were strongly associated with poorer walking fitness. This has not been investigated previously in HF; however, our findings concur with a robust systematic review in healthy and depressed adult populations where depression and physical fitness were found to be inversely correlated.
19 Table 4 incorporates the impact of COPD and depression on walking fitness reference values for younger and older patients with the combination of HF+COPD or HF+depression. This is the first set of reference values to account for the presence of such variables alongside HF which should enable clinicians to better understand physical fitness differences and/or expectations of their patients.
Our findings have generated new knowledge to help guide clinical decisions about the suitability of patients with HF to take part in exercise-based CR. The study also produced a set of reference values aligned with Cardiac risk factors and prevention age, gender, COPD and depression to aid the interpretation of walking fitness in patients with HF in the hope that this new knowledge will help improve referral and uptake to CR.
limitations Although the study investigated a large number of covariates, we were unable to account for medications such as diuretics and beta-blockers that may have accounted for some variation within the population in terms of weight gain and walking fitness, respectively. Concerning our subanalysis of HF severity using NYHA there was a potential reporting bias through missing data. Although we cannot rule this out our analysis of the population with and without a recorded NYHA classification showed no significant differences for age and gender.
The mean age of patients recruited was 64.5 (SD 12.7) years which is below that seen in the general HF population. Our approach to ISWT reference values utilises the median distribution above and below 67 years which better reflects the full range of patients.
ConClusIon
The study concludes that patient age, gender, ethnicity, physical activity and depression status, along with the presence of COPD as comorbidity, were significant factors in predicting walking fitness in patients with HF. This is the first study to clarify the extent by which patient characteristics determine walking fitness in patients with HF and these findings have the potential to aid clinician understanding of the levels of fitness patients with HF can achieve. The study produced a novel set of reference values, aligned with age, gender, COPD and depression, to aid the interpretation of walking fitness by clinicians and patients. Through dissemination of these findings we believe this knowledge has potential to improve confidence in clinicians making a referral to CR and lead to a greater number of patients undergoing a physical fitness assessment thus enabling an appropriate exercise prescription.
Contributors The three authors listed are the sole contributors to the research and all were included in the conception, analysis and writing of the manuscript.
Funding This study and the NACR data is funded by the British Heart Foundation grant (040/PSS/17/18/NACR).
Competing interests None declared.
Patient consent for publication Not required.
Provenance and peer review Not commissioned; externally peer reviewed. data sharing statement The data used were from the NACR which, due to it being link anonymised with Section 251 approval, cannot be shared publicly.
open access This is an open access article distributed in accordance with the Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits others to copy, redistribute, remix, transform and build upon this work for any purpose, provided the original work is properly cited, a link to the licence is given, and indication of whether changes were made. See: https:// creativecommons. org/ licenses/ by/ 4. 0/.
